SUlDlDary. In a series of 94 patients with neuropathic bladder undergoing anteromedian urethral sphincterotomy, 20 had no penile erections prior to surgery. In the remaining 74 cases, seven (9'S per cent) had diminished erections post operatively and three (4 per cent) no erections. It is considered that the risk of this complication is less with anteromedian sphincterotomy than with bilateral 3 and 9 o'clock sphincterotomy.
Introduction
ENDOSCOPIC URETHRAL SPHINCTEROTOMY plays an important role in treating male patients with obstructed neuropathic bladder (O'Flynn, 1972; Ross et ai., 1976) . Unfortunately the widely practiced technique of incising the sphincter bilaterally at 3 and 9 o'clock is associated with an appreciable incidence of loss or diminution of penile erections postoperatively (Schoen feld et ai., 1974; Kiviat, 1975; Thomas, 1976; Yalla et ai., 1977) . Two small series have suggested that the risk of this complication is reduced by single anteromedian incision of the sphincter (Yalla et ai., 1977 , Golji, 1980 and we report here our experience with this technique.
Patients and Methods
One hundred and four male patients with neuropathic bladder have under gone anteromedian sphincterotomy in our Unit from June 1977 to March 1982. Ten are excluded from the series because of death (six) or loss to follow-up (four). The ages of the patients at the time of operation ranged from 14 to 69 years (average 35 years). Eighty-three suffered from acquired lesions of the cord (79 traumatic, 4 non-traumatic) and II from congenital cord lesions, and these various conditions had been present for periods of 4 months to 49 years (average 9'6 years) prior to spincterotomy.
The patients were assessed pre-operatively by intravenous urography and by combined video-urodynamic studies (Thomas et ai., 1975) , and the indications for sphincterotomy were:
I. Marked detrusor-spincter dyssynergia, often associated with dilated upper renal tracts (67 cases). 2. Difficulty in voiding in patients with acontractile bladders in whom the obstruction lay at the level of the external urethral sphincter (22 cases).
3. In tetraplegic patients with autonomic dysreflexia precipitated by voiding (5 cases). Single anteromedian incision of the sphincter was made with a knife electrode on low blended diathermy, commencing just proximal to the level of the verumontanum and continuing distally to the bulbar urethra. In 35 patients, the bladder neck was also incised or resected. The bladder was drained for a few days postoperatively with a urethral catheter. No serious problems were encountered with primary or delayed haemorrhage nor were there any other significant complications in the immediate post-operative period. Because of incomplete division of the sphincter, nine patients required a second procedure.
Results
Of the 94 patients followed up, 20 had had complete loss of erections pre as well as post-operatively (Table I) ; the majority (13) had an acontractile bladder with absent conus reflexes. 
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Of the remaining 74 cases (Table II) , 15 have experienced a change in penile erections post-operatively, among which are five who claim an improvement, four of these being tetraplegic with a neurological level at or above C6.
Ten patients (13'5 per cent) report their erections to have been adversely affected by sphincterotomy and since follow-up has been for more than a year in all cases, this change is likely to be permanent.
In seven patients (9' 5 per cent), erections have become diminished, either in strength, frequency or both, and six of these had reflex voiding with detrusor-sphincter dyssynergia. One patient experienced a change in erections only after his second sphincterotomy, while in another case the problem only became manifest 3 months post-operatively and it is doubtful if the procedure can be implicated in this latter instance.
All three patients (4 per cent) with complete loss of erections had a neurological level at or below D I I and had dilated upper renal tracts. One had reflex voiding and two acontractile bladders. In one case there had been an 8 week period of priapism immediately pre-operatively and his subsequent loss of erections may derive from this rather than from the sphincterotomy itself.
The incidence of adverse effects of sphincterotomy on erections was not influenced by whether there was or was not an additional bladder neck procedure.
Discussion
It remains uncertain as to why endoscopic urethral sphincterotomy may affect penile erections. Patients with low cord lesions, especially those with absent conus reflexes, are liable to lose erections either directly as a result of their neurological disease or later following sphincterotomy. In our experience patients with high lesions, above D5, are at risk of experiencing diminished erections after sphincterotomy while those with mid-dorsal lesions are relatively free from this complication.
Apart from the neurological status of the patient, local factors pertaining to the sphincterotomy itself are clearly important. Injury to the corpus spongiosum was implicated by Schoenfeld et ai. (1974) . Kiviat (1975) suggested that 3 and 9 o'clock incisions were liable to damage the laterally placed branches of the internal pudendal arteries to the corpus spongiosum while Yalla et ai. (1977) postulated trauma to the nerve bundles which accompany these vessels as an additional factor. Certainly published material indicates that 3 and 9 o'clock incisions are more likely to adversely affect erections than incision(s) made in front of or behind this axis (Table  III) . It is also suggested that the technique as well as the siting of the incision(s) may be important (Jameson, 1982) .
In our hands although the incidence of erectile complications has fallen Kiviat (1975) 3 & 9 o'clock 15 5 (33%) 6 (40%) II (73%) Thomas (1976) considerable since changing from 3 and 9 o'clock incisions (Thomas, 1976) to single anteromedian incision, there still remains an appreciable risk; even if the two dubious cases are excluded, eight (II per cent) patients un doubtedly had their erections adversely affected by anteromedian sphincte rotomy. This contrasts with Jameson (1982) who found no loss of sexual potency in 90 patients undergoing 5 and 7 o'clock sphincterotomy. This discrepancy is puzzling. Technique of incision does not appear to be a factor. It may be that 5 and 7 o'clock incisions enjoy some inherent advantage over anteromedian incision although there is no obvious reason why. Case selection may be a factor since Jameson's (1982) series contains a higher proportion of patients with cervical and dorsal (low risk) lesions than ours. Finally the discrepancy may partly derive from terminology; whereas Jameson (1982) refers purely to sexual potency, we deal only with erections per se. There were patients in our series who had erections (including some where these were lost or diminished post-operatively) but which were never adequate for sexual intercourse. At all events it seems clear that if the risk of sphincterotomy adversely affecting penile erections is to be minimised, then 3 and 9 o'clock incisions should be avoided. 
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